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Abstract
Introduction: Herein, we report our findings of the anesthetic management of a case of laryngocele to discuss the repercussions,
which need to be considered in laryngocele management, and to determine the possible pressure effects on the airway.
Case Presentation: The patient was a 17-month-old girl with laryngocele, who was a candidate for surgery. Her symptoms had
initiated with wheezing and occasional dysphagia. On bronchoscopy, a tracheal mass was observed, accompanied by stenosis and
tracheal deviation to the right side of the neck. The patient underwent anesthesia with sevoflurane via spontaneous breathing.
Anesthesia was maintained with an intravenous infusion of propofol to keep spontaneous breathing. The mass was removed by
a surgeon, and after ensuring the safety of the airway, atracurium and morphine were injected intravenously. At the end of the
operation, she was transferred to the pediatric intensive care unit under intubation.
Conclusions: Maintenance of spontaneous ventilation during anesthesia induction is crucial in cases of laryngocele at very young
age.
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1. Introduction
Laryngocele is an abnormal benign cystic dilation,
originating from laryngeal saccules filled up with air, mu-
cus, or pus. This condition was first described in 1829 by
a Napoleon army surgeon, Dominique Jean Larrey (1-3). As
a very rare clinical condition, its incidence is reported to
be about 1 per 2.5 million population per year and is re-
ported more frequently among men (4, 5). It may be either
acquired or congenital and can occur at any age; however,
it is most commonly detected in the age range of 50 - 60
years (5).
Laryngocele is mostly unilateral, although bilateral
presentations have been also reported. It is categorized as
internal, external, or combined (6) and usually presents
as an asymptomatic cervical mass. Nevertheless, it may
sometimes cause hoarseness, snoring, dysphonia, stridor,
coughing, sore throat, shortness of breath, airway obstruc-
tion, and difficulty in swallowing (1, 7).
Symptomatic patients need to undergo surgery. Appar-
ently, compromised airway and mass effects on the airway
are possible in laryngocele; therefore, selection of the anes-
thetic approach could be a dilemma for surgeons (8-10).
Herein, we report our findings of the anesthetic manage-
ment of a case of laryngocele to discuss the repercussions,
which need to be considered in laryngocele management,
and to determine the possible pressure effects on the air-
way.
2. Case Presentation
The patient was a 17-month-old girl with a diagnosis of
laryngocele in the left lateral region of the neck, who was
a candidate for surgery. Her symptoms had started at 5
months of age with a wheezing sound in the chest and oc-
casional dysphagia to solids. She had received outpatient
treatment due to a probable diagnosis of asthma and was
repeatedly hospitalized. Nonetheless, her condition had
not improved, and diagnostic bronchoscopy was carried
out. On bronchoscopy, a tracheal mass was detected, ac-
companied by stenosis and tracheal deviation to the right
side of the neck.
In an overview, there was a swelling in the left lateral
side of the neck at the level of hyoid bone anterior to the
sternocleidomastoid muscle (Figure 1). In auscultation,
the lungs were clear, but stridor of the main airway was
evident during exhalation. Other examinations indicated
no pathological findings. In the operating room, cardiac
monitoring and pulse oximetry were applied, and the pa-
tient underwent anesthesia with sevoflurane via sponta-
neous breathing. After about 10 minutes of inhaling the
gas and ensuring the appropriate depth of anesthesia, 20
mg of intravenous lidocaine was injected, and the patient
was intubated with an endotracheal tube (No. 5) without
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a cuff under direct laryngoscopy. Correct tube placement
was confirmed via continuous waveform capnography.
Figure 1. Swelling of the Left Lateral Side of the Neck
Anesthesia was maintained with an intravenous infu-
sion of propofol at 100 µg/kg/min while keeping sponta-
neous breathing. Before performing the surgical incision,
20 mg of bupivacaine was infiltrated, and the mass was re-
moved by the surgeon (Figure 2). At this point, after ensur-
ing the safety of the airway, 5 mg of atracurium and 1 mg of
morphine were intravenously injected. At the end of the
operation, the child was transferred to the pediatric inten-
sive care unit under intubation. She was extubated 5 days
later and was finally discharged from the hospital in a good
general condition.
Figure 2. The Laryngocele After Performing Surgical Incision
3. Discussion
Regardless of the surgical approach, which may be ex-
cision with an external approach, microlaryngoscopy with
CO2 laser, or advanced robotic surgery, anesthesia is still
an important part of laryngocele management (11). Selec-
tion of an anesthetic technique in patients with laryngo-
cele can be a source of concern. The proper anesthetic ap-
proach should be determined via preoperative assessment
and early preparation (12). Careful history-taking and phys-
ical examination before any intervention are also essential.
Moreover, review of patients’ medical records and radio-
logical imaging are strongly recommended.
Apparent anatomical features, signs and symptoms,
and visualized mass markers, which can have direct effects
on subsequent airway plans, should be identified. Such
findings can inform the anesthesiologist about the poten-
tial difficulties of intubation and ventilation, especially af-
ter the administration of neuromuscular blocking agents
(13). Besides all preoperative anticipations of a difficult air-
way, all related modalities and unexpected events should
be prepared and predicted, respectively.
The approach to a difficult airway is selective, although
preparation of equipments, assistants, expertise, and envi-
ronment are always important. It is recommended that a
skilled anesthesiologist in fiberoptic intubation be acces-
sible. In life-threatening conditions, some other invasive
measures, such as cricothyrotomy or tracheostomy, may
be required for maintaining proper oxygenation and ven-
tilation (12-14). Surgical cricothyrotomy at young age is
not allowed, although needle cricothyrotomy can be safely
performed (15).
Airway management in cases of laryngocele frequently
includes awake options, such as fibreoptic intubation and
the classic tracheostomy under local anesthesia to pre-
serve a patent airway (16-18). Awake options are also not
applicable at very young age. Therefore, in our case, the ex-
pert anesthesiologist insisted on avoiding neuromuscular
blocking agents during intubation and used sevoflurane
with the aim of preserving the patient’s ventilation.
Sevoflurane is an ether inhalation anesthetic agent
with a pleasant odor. It has a rapid onset of action, ac-
ceptable recovery characteristics, and few cardiovascular
side effects. Its low solubility enables accurate control over
the depth of anesthesia. Overall, it is an acceptable induc-
tion agent for controlling apprehension and fear in pedi-
atric patients. Accordingly, it is a proper option for the in-
duction and maintenance of anesthesia in ambulatory and
nonambulatory surgeries in pediatrics (19, 20).
Under rare circumstances, if urgent airway manage-
ment is required in a patient with laryngocele, ultrasound-
guided transcutaneous needle aspiration can be applied
(17). Postoperative complications are rare following suc-
cessful anesthesia and careful surgical approach; also, ex-
tubation is expected to be less eventful than intubation (12,
14).
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